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suggested by Bristow. Having washed out the bladder be filled it with 
air, leaving the catheter in aitu to assist in raising the apex of the bladder if 
it was desirable. “ Having felt that the bladder was fairly well distended, 
I made an incision immediately above and on the pubes, about two and a 
half inches in length. I then worked in carefully between the muscles, and, 
having exposed the fat and cellular tissue, I came on the bladder with my 
finger, and then in order to keep it within reach I passed two threads with 
a curved needle, one on each side, to hold the bladder in position ; next I 
Bcraped a little on the muscular fibres of the bladder, taking care to avoid 
some veins. I was then able to open the bladder in the middle line without 
any difficulty, and the air immediately escaped. There is this advantage of 
the air over water distention, that the air escapes easily and there is no 
mess. There is also another consideration, if there is a sudden rush of 
water it may wash out with it a small calculus, which may get lost.” The 
author also insisted upon the necessity of sounding under an anaesthetic 
just before operating. In the after-treatment he uses a Hanged rubber tube, 
fastening a sheet of oiled silk beneath the flange and attaching it to the 
pubes with plaster. In regard to methods, he says: The suprapubic method 
seems so thoroughly to have established itself among surgeons that one may 
reasonably look forward to its being the operation in the future. 


DISEASES OP THE LARYNX AND CONTIGUOUS 
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The Rhino-pharynx and the Lachrymal Passages. 

In the Ophthalmic Record, 1895, No. 9, Dr. C. A. Veasey calls attention 
to the importance of active treatment of the rhino-pharynx in the treatment 
of obstructive disease of the lachrymal passages, and illustrates his remarks 
by five cases, as follows: 

Case I. Purulent dacryo-cystitis; hypertrophy of right lower turbinated 
bone. 

Case II. Purulent dacryo-cystitis; hypertrophy of inferior turbinated 
bone on both sides, with a spur of the septum on the right. 

Case III. Catarrhal dacryo-cystitis; hypertrophic rhinitis, with deviation 
of the Beptum to the left. 

Case IY. Epiphora; polypus; hypertrophy of right inferior turbinate. 

Case Y. Lachrymal abscess; syphilitic ulceration of septum; marks of 
former ulceration in pharynx. _ 

An Extraordinary Case of Syphilis of the Tonsils. 

Dr. J: Sendziak, of Warsaw, reports [Revue de Laryngologie , d? Otologic et 
dc Rhinologie, 1895, No. 9) the case. For several weeks this case had been 
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carried around it. The fistula, with the cicatricial tissue surrounding it, is 
removed bodily. The parietal peritoneum, with its areolar tissue, is separated 
with the finger for a distance of one or two inches all around. When the 
separation is complete the fistulous tract is removed down to the gut. The 
bowel is now lifted out of the parietal incision by means of forceps, and the 
opening closed by infolding the raw surfaces and uniting with Lembert's 
sutures. This is followed by a continuous (Dupuytren’s) suture. The parietal 
wound is then closed. A small drainage-tube laid over the line of gut sutures 
adds to the security of the operation by preventing burrowing. 

In cases of artificial anus there is almost always a spur present, in which 
case it is necessary to devote a few days to removing this condition. For 
this purpose the method adopted by Mitchel Banks is recommended. This 
consists in introducing a piece of rubber-tubing of proper size in the bowel, 
by being put upon the stretch during its introduction one of large calibre 
may be employed; it is anchored by a piece of aluminum wire which passes 
into, but ^iot through, the wall of the tube. In a few days the spur will 
have been removed and the lower segment of the bowel will have been 
dilated, and the tube may then be withdrawn. Two days may be allowed for 
the irritation caused by the tube to subside before the final step in the opera¬ 
tion is performed. The incisions are made as already described for fecal 
fistula, and the succeeding Bteps are also carried out in the same manner. 
Free detachment of the parietal peritoneum, with accurate suturing of the 
bowel, is the most important element of success. 

Stone in the Bladder. 

In a recent clinical lecture. Heath {Brit. Med. Joum., June 1,1895) says 
that" If you have these symptoms—increased frequency of micturition, pain 
after emptying the bladder, pain at the end of the penis, and occasional 
passage of blood—you will conclude that the patient has a stone, and you 
will be quite justified in sounding that patient; and you will have no diffi¬ 
culty in touching the stone if it is anything of a Bize. In case a stone is not 
found, the patient should be sounded on a second occasion under chloroform 
or an amesthetic. In cases of enlarged prostate the Burgeon may not push the 
Bonnd completely into the bladder. He uses the sound in the usual fashion, 
rotating it in the prostatic urethra, and may easily fancy that there is no 
stone present; but if he pushed the sound well up into the bladder,he would 
find the stone. Yon should make sure, therefore, that you have pushed the 
Bound well up into the bladder, and directly the sound has entered turn it 
down and explore behind the prostate. Then comes the question. Shall you 
or shall you not have some water in the bladder? Well, you ought to have 
some, and I take it that whatever is in the bladder at the time will probably 
be enough.; but if you fail to detect the stone, there may be more water than 
you want, so it is convenient to use a hollow sound to enable you to draw 
the water off, and as you do so you may feel the stone click against the 
sound.” 

In doing the suprapubic operation the author did not use the Peterson bag 
to distend the rectum and used air to distend the bladder. It was the first 
time he had done so, but he considers it a good plan. The method was 



